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Dear Dr. Conant:
Since the time of the submission of the I^Iaster's dissertation of Lliss Emily
Leone to Boston University School of Social litork, Dr, Lennox and I have re-read
the material <and have discovered the following errata. For the convenience of
your librarian, these are being listed so they may be clipped to the cover or
inserted in the body of the vrork. Included 7dth the list of errata is a substi-
tute for Table 10 on page h$, We suggest that the original table be removed and
the corrected table be inserted.
The errata are as follows: page 6, second line from bottom, "epileptic" should
be^"epilepticus"; page 7, line one,'^"of mind" should be deleted; page 7, line 8,
>^ "and last" should be "each lasting"; page 9} bottom,^ "facts" should be "foci";
page 10, line It of the quotation,"Jdelete the coroma; page 11, line 6"j'"v^hen" should
be "if ",:^ "eruptions" ehould be changed to "eruption is"; page 12, line 18, add
"per" before "cubic"; page 35 > table III, the first item under, the column headed
EEG should be"^ 15.00 instead of lli^.OO; page 39, line 8, change"six" to "four";
page h2f table VIII, heading, third column should be changed from'^"cost per visit,
19U8" to "cost for year, 19U3"; page U6, line 2, change^^|12.91 to ?rl2.20; page h6,
line 3i change^^5 . to ^!;6.12; page 71, line l6, change;^sil2,91 to iil2.20; page 71,
third line from th^ bottom, "income bracket of $2,000-$3,000" should be changed to
"income bracket of
-^2,000-^2,500; page 75, hth reference from top has tv/o names
misspelled, reference should be as follows/"Lennox, Vdlliam G,
,
LIcBride, Merle
and Potter, Gertrude" instead of "Lennox, Viilliam G. , lieBridge,Merle and Poter,
Gertrude".
There is one additional correction in table VI on page UO. Items in the first
two column^ are to be changed. The item corresponding to four clinic visits
should be^/17 instead of l6. The item corresponding to 6 clinic visits should be
^ l6 instead of 17.
Yours truly.
/dm
Mrs, ^Villiam Gray
Social Therapist

PREFACE
I wish to express my appreciation to Dr. William
Lennox, the Chief of the Seizure Division of the
Neurological Institute of The Children's Medical
Center, for his invaluable information regarding the
historical background of the Seizure Unit. I am in-
debted to Jane Worcester, Ph.D., the Assistant Pro-
fessor at the Harvard School of Public Health, who
helped me with the analysis and method of presenta-
tion of the data referring to the costs to the new
and old patients. Mr. Chester Budden, Chief Account-
ant at the Children's Medical Center, was helpful in
explaining the cost to the hospital per Seizure Clinic
visit. I wish also to thank Mrs. William Gray, social
therapist and my supervisor at the Seizure Unit, and
Dr. William Lennox who generously gave their time to
read this study while it was still in preparation and
made numerous suggestions*
Boston, Massachusetts
May, 1949

TABLE OF CONTENTS
CHAPTER PAGE
I INTRODUCTION
Purpose 1
Scope of Study 1
Method of Study 2
Term Defined 4
II MEDICAL AND SOCIAL ASPECTS OF EPILEPSY ... 5
III HISTORY AND PRESENT STATUS OF SEIZURE UNIT,
CHILDREN'S MEDICAL CENTER 19
IV COST TO HOSPITAL AND SEIZURE UNIT PER VISIT . 30
V COST OF THE INITIAL VISIT TO THE NEW PATIENT S3
VI COST OF TREATMENT TO THE OLD PATIENT, 1948 . 38
VII TWO CASE ILLUSTRATIONS OF OLD PATIENTS
REFERRED TO THE SOCIAL THERAPIST 50
VIII STATE PROGRAM FOR THE TREATis£ENT OF EPILEPTIC
CHILDREN 57
IX SUMMARY AND RECOMMENDATIONS 68
BIBLIOGRAPHY 74
APPENDIX A 77
APPENDIX B 78
APPENDIX C 79

LIST OF TABLES
TABLE PAaE
I DISTRIBUTION OF THE mJMBER OF PATIENTS WITH
THE VARIOUS TYPES OF EPILEPSY 33
II DISTRIBUTION OF THE FIFTY PATIENTS IN EACH
OF THE FOUR DISTRICTS 34
III THE AVERAGE COST OF THE INITIAL VISIT 35
IV THE AVERAGE COST OF THE INITIAL VISIT WHEN
TRANSPORTATION AND LOSS FROM WORK ARE EACH
EXCLUDED AND WHEN THEY ARE BOTH EXCLUDED FROM
THE AVERAGE COST OF THE INITIAL VISIT 37
V DISTRIBUTION OF THE NUMBER OF PATIENTS WITH
THE VARIOUS TYPES OF EPILEPSY 39
VI THE DISTRIBUTION OF THE NUMBER OF CLINIC VISITS
AND THE NUMBER OF YEARS THE PATIENTS HAD
EPILEPSY 40
VII DISTRIBUTION OF THE ONE HUNDRED PATIENTS IN
EACH OF THE FOUR DISTRICTS 41
VIII THE AVERAGE COST OF YEARLY TREATMENT 42
IX THE AVERAGE COST OF YEARLY TREATMENT WHEN
TRANSPORTATION AND LOSS FROM WORK ARE EACH
EXCLUDED AND WHEN THEY ARE BOTH EXCLUDED
FROM THE AVERAGE COST OF YEARLY TREATMENT ... 44
X THE AVERAGE COST OF EACH VISIT 45
XI THE NUMBER OF FAMILIES IN EACH INCOME BRACKET . 47
XII THE FAMILY INCOME LEVELS AND THE AMOUNT SPENT
BY THE EPILEPTIC PATIENT AND THE RELATION
BETWEEN IT AND THE AMOUI'JT SPENT FOR EACH
MEMBER OF THE FAMILY 48
XIII THE PER CENT OF MEDICAL CARE EXPENDITURES FOR
EACH FAMILY MEMBER, THE PER CENT OF MEDICAL
CARE EXPENDITURES SPENT FOR THE EPILEPTIC,
AND THE PER CENT OF THE MEDICAL CARE EXPENDI-
TURE OVER THAT ALLOWED SPENT ON EPILEPTIC • . . 49

CHAPTER I
INTRODUCTION
Epilepsy is a costly disease. It is a sickness:
affecting at least 500,000 persons in
the United States and is a drastic ex-
ample of a disorder where modern science
has made advances in treatment not yet
fully available to many thousands who
could be helped.!
The high cost of treatment and drugs for people with
epilepsy and the realization that many families must find it
difficult to meet these costs stimulated the writer's inter-
est in this study.
Purpose
The original purpose of this study was namely; to find
the cost of the initial visit for the newly treated patient
at the Seizure Unit in 1948; and to find the cost of the
yearly treatment for the old patient; also to demonstrate the
role of the social therapist in two situations where it was
a financial burden to the families to meet the cost of treat-
ment for their epileptic child.
Scope of Study
This study comprises the average cost of the initial
1 Joan Pinanski, Social Service and Seizures
,
February
1948, P.S. American Epilepsy League, Chicago, Illinois,

visit of fifty new patients and the average cost of the treat-
ment for one hundred old patients in 1943. It was felt that
each of these samples was representative of all the new and
old patients respectively treated at the Seizure Unit in 1948,
The two illustrated cases were taken from the sample of one
hundred old patients to show the hardship it was for the pa-
tients' families to meet the cost of treatment for their chile
Method of Study
The data for this study was obtained from six sources,
literature, informed persons, letters, personal interviews
with one hundred and fifty patients' parents, medical records,
and social case records.
Background material relating to the founding of the
clinic was obtained from the Chief of the Seizure Division of
the Neurological Institute of The Children's Medical Center,
He also contributed information about the costs to the Seizure
Unit per clinic visit. The Chief Accountant of the Children's
Medical Center gave the writer the information regarding the
costs to the Hospital per clinic visit at the Seizure Clinic,
All the figures and tables were calculated and arranged by
the writer under the guidance and supervision of the Assistant
Professor of Biostatistics at the Harvard School of Public
Health. In order to arrive at the cost of the initial visit
for the new patient, the writer interviewed, at random, fifty

new patients* parents. A schedule was utilized by the writer
to secure information about the cost of the initial visit.
(See Appendix A.
)
The Assistant Director of the New Hampshire Crippled
Children's Services sent, upon the writer's request, details
about the inclusion of epileptic children in their program.
The present social therapist at the Seizure Unit received
two letters from Herbert R. Kobes, M.D. , Director of the
Illinois Division of Services for Crippled Children. The
writer read these letters which contained details about the
provisions made for epileptic children.
The figures for the cost of treatment for 1948 were ar-
rived at by the writer interviewing, at random, one hundred
old patients' parents. A schedule (See Appendix B) was used.
The cost for each visit, interim care, and hospitalization
during 1948 was calculated. The one hundred old patients'
medical records were read. From these, the writer recorded
(See Schedule 0) the type and quantity of medication at the
time of each visit, and whether the patient had an X-ray, or
a electroencephalogram at the time of each visit. The re-
spective costs were calculated in each instance for each
visit. The costs such as clinic fees, loss of time from work
and transportation, obtained from Schedule B were included
for each visit.

The two cases selected to illustrate the burden to the
family for the cost of treatment for their epileptic child
were the two taken from the sample of one hundred old pa-
tients who were referred to the social therapist during 1948,
The information about the two families was obtained from
their schedules and social case records respectively.
Term Defined
Throughout this study, the term social therapist is
used instead of "social worker," This substitution was made
because, at the Seizure Unit, the title of the position
"social worker" is social therapist. Dr. Lennox feels the
term social therapist is more descriptive than "social
worker.
"

CHAPTER II
MEDICAL AND SOCIAL ASPECTS OF EPILEPSY
Epilepsy is from the Grreek word meaning "to be seized
or seizure." The seizures consist of recurrent episodes in
which the patient's consciousness, motor activity, and auto-
nomic activity are disturbed in varying degrees and lengths
of time, "These recurring symptoms are concurrent with a
dysrhythmic discharge of the neuronal cells of the brain,
recordable by means of the electroencephalograph,
The main causes of epilepsy are essential (hereditary)
and symptomatic (acquired). Essential epilepsy is an inher-
ent distiirbance of the brain. Symptomatic conditions include
intra-uterine or birth, inj^ories, tumors, concussions, cereb-
ral infections which occurred after conception, but before
the onset of seizures. Some medical men feel the two groups
are distinct. However, there may be a lack of evidence for
both,
"In a group of nearly 2,000 clinic and
private patients whose records were tabulated
by Lennox, the following conditions were be-
lieved to be the principal cause of acquired
seizures; brain trauma, congenital defects,
or brain injury, brain infections, brain tumor,
cerebral circulatory defect, and extracerebral
causes. "^
1 Robert Cecil, M.D. , Textbook on Medicine , p. 1497.
2 Ibid.
,
p. 1497.

Before the actual seizure, many patients experience
premonitory symptoms which comprise an aura. These symptoms
for the most part consist of a sensation of dizziness, or
discomfort in the abdomen or a numbness of an extremity. Any
one of these sensations usually comes about an instant before
consciousness is lost and may be too brief to permit the pa-
tient to sit or lie down.
There are four types of seizures: grand mal, Jacksonian
petit raal, and psychomotor. The grand mal is characterized
by a convulsion which may be preceded by an aura. Conscious-
ness is lost and there is excessive alternate contraction and
relaxation of the muscles. There is heavy breathing with ap-
nea and cyanosis. "Sweating occurs accompanied by increased
heart rate, and blood pressure, salivation, and often tongue
biting and relaxation of sphincters, "'^ Finally, the patient
relaxes, and if the attack is severe, he falls off into deep
sleep. Vvhen he awakes, he may experience muscular soreness,
depression of spirits, along with a headache, nausea and
vomiting.
These attacks occur at variable intervals and last dif-
ferent lengths of time. Some patients experience status
epileptic^^ a condition in which one convulsion succeeds an-
other with no intervening periods of consciousness. This
3 William G. Lennox, M.D. , and A. Earl Walker, M.D.
,
The Epileptic Veteran
, p. 15,

state m i lid may persist for days and requires active ther-
apy.
In a petit mal seizure, the predominant symptom is loss
or impairment of consciousness. It comes without warning,
lasts only a few seconds, and the patient suffers no after-
symptoms. Usually there are rhythmic twitching of eyelids
or head at the rate of three a second. A patient might have
from one to many attacks a day adadr last between five to
thirty seconds.
In Jacksonian epilepsy, convulsive movements begin in
the small muscles of the hand, foot or face, consciousness
being retained. The seizure may either quickly stop or
spread to the rest of the body and loss of consciousness and
a generalized convulsion ensues. Jacksonian epilepsy usually
indicates that the seizure arises in one particular portion
of the brain, that side opposite to the one affected.
Amnesia is the outstanding phenomenon in psychomotor
seizures. The patient may seem partially aware of his sur-
roundings or completely out of contact with them. "He may
perform purposeful acts but is not subject to command, and
after the period of confusion is over, he has no recollection
of what took place, and may not know a seizure occurred."^
He may sit or stand motionless or mutter, make noises or
4 Ibid.

chewing movements. The seizure lasts from a few seconds to
minutes or hours.
A person ma.y have a combination of seizures or one type
may develop into another. Seizures are complex and an actual
attack is not always as clear cut as defined above.
In addition to the clinical picture of seizures, the
doctor is further aided to make an accurate diagnosis by the
electroencephalogram.
"The EEG demonstrates that epilepsy is as-
sociated with a disorder of brain waves:
It is the outward manifestation of a parox-
ysmal cerebral dysrhythmia (recurring brain
lack of rhythm)
.
»^
Small metal tags are placed on the patient's scalp and while
the patient lies down for fifteen to twenty minutes, the
intricate mechanism of the electroencephalogram records the
brain waves. For each of the three main types of seizures,
there is a distinct dysrhythmia; "a grand mal has a fast, a
psychomotor, a slow, and a petit mal, an alternating fast and
slow rhythm at the rate of three a second. If a patient
has a seizure during the test, one or several of the patterns
above will appear in the brain wave record. However, patiente
subject to seizures may show transient disturbances of rhythm
5 William G. Lennox, M. D. , Science and Seizures ,
p. 88.
6 Ibid.

9called subclinical seizures. The various types of subclini-
cal dysrhythmia give some indication of the type of physical
seizure the patient has. This is the reason the electroen-
cephalogram is such a valuable instrument for the doctor in
determining the diagnosis and treatment of epilepsy.
In the treatment of epilepsy there are four possibili-
ties: general hygiene and diet, neurosurgery, drug therapy,
and social-psychological therapy.
It is important for the patient to maintain good general
hygiene and diet. His food should be wholesome and adequate
with the proper amount of carbohydrates, and proteins, and
an abundance of fresh fruits and vegetables. There has been
much written and experimented on special diets for the epi-
leptic, but in the light of present knowledge and drug ther-
apy, this method of treatment is rarely used. Smoking is not
harmful within the average limits, but alcoholic beverages art
to be avoided. Adequate and regular sleeping habits are ad-
vised. Social activities should be encouraged and physical
exercise should be of moderate nature. Dangerous sports such
as swimming, horse back riding and coasting are usually per-
mitted or restricted according to the doctor's recommenda-
tions. Patients should not drive automobiles or participate
in any activity which may endanger the lives of others.

"This would include surgical removal of
operable tumors of the brain, evacuation
of brain abscess, and treatment of in-
fections or endocrine alfi>noriiiali ties such „
as hypoparathyroidism or hyperinsulinism. "
'
The removal of scar tissue resulting from cerebral trauma,
vascular lesions, and birth injuries should be limited to
those patients with focal attacks which do not respond to
medical therapy. Surgical treatment does not always prevent
the patient from having seizures, and, after an operation,
the patient usually takes medication.
Perhaps the most effective method of the control of
seizures is the use of the anticonvulsant drugs; namely,
dilantin, phenobarbital, mesantoin and tridione. It must be
remembered that the effect of a drug and the dosage must fit
the type of seizure and individual. In some instances, a
combination of two or more drugs will yield better results
than the use of one alone. To achieve maximum control,
change in drug, dosage and "adequate trial" vary in each in-
dividual. "However, much time and grief can be saved by an
understanding of which drug is most likely to affect favor-
ably a certain type of seizure."^
In the treatment of grand mal and Jacksonian epilepsy.
7 H. Houston Merritt, M.D. , Treatment of Epilepsy
,
p. 5.
8 William Gr. Lennox, M.D.
,
Drug: Therapy for Epileptic
Children
.
The Nervous Child, Vol. 6, No. 1, January 1947,
p. 4o.

the first drug administered is dilantin, then phenobarbi tal,
and mesantoin. Often times phenobarbital is administered
first because it does not have the side-effects of dilantin.
The side-effects of dilantin consist of muscular incoordina-
tion, expressed as double vision, unsteadiness in gait, or
giddiness. ASfasa the skin eruption^ ^characterized by the
measles-like rash, the drug must be promptly discontinued.
If it causes enlargement of the gums, it may be discarded un-
less careful oral hygiene and frequent massaging of the gums
overcomes it. Dilantin Capsules are in two sizes (one-half
or one and one-half grains), "yvhen the maximum tolerated dose
of dilantin is still not effective, the addition of phenobar-
bital may be made without any reduction in the amount of
dilantin.
Phenobarbital comes in one-quarter, one-half and one and
one-half grain tablets. In rare instances the drug may cause
a scarlatina-like generalized rash. Excessive dosage may
cause drowsiness.
Mesantoin may very often be substituted for dilantin.
It does not cause hypertrophy of the gums or ataxia. However,
it causes more skin eruptions and more drowsiness than dilan-
tin. These side-effects may be avoided by small beginning
doses, and gradual increase over weeks or months. It is dis-
pensed in tablets each containing one and one-half grains.
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Tridione is the most effective drug for the control of
petit mal seizures. It has several important side-effects.
If a general measles-like rash appears, the drug should be
stopped until it has cleared. It may be resumed with gradual
dose increase until satisfactory therapeutic results are ob-
tained or the rash disappears.
The second rather unusual side-effect is hemeralopia,
a photophobia occurring on exposure to sunlight. It does not
harm the vision but may require the wearing of dark glasses
outdoors. The third and rather serious side-effect is a de-
pression of bone marrow activity.
The initial sign of this toxic effect is a
decrease in the circulating leucocytes
particularly in the neutrophiles and later
platelets and erythrocytes may be involved.
The precaution of taking monthly blood counts should be fol-
lowed and medication stopped if the neutrophiles fall below
1600 ^ubic millimeter, or if there is a deficiency of plate-
lets.
Psychomotor seizures are best controlled with dilantin
possibly combined with tridione. The patient who has both
grand mal and petit mal presents a problem. Even though
dilantin is the best remedy for grand mal it may aggravate
petit mal, A combination of the anticonvulsant drugs may be
9 William G, Lennox, M.D. and A, Earl Walker, M.D,,
The Epileptic Veteran, p, 25,

tried and only careful administering of them can be beneficia]
for the individual patient.
When the various types of seizures are controlled with
the appropriate medication and the electroencephalogram is
normal, the drug may be discontinued indefinitely. Often
seizures do not return. However, if they do, drug therapy i
can be resumed*
Rumor has it that the cause of seizures
is a complete mystery, that there is no
effective treatment for them, that seiz-
ures tend to become worse with the pass-
age of time, that impairment of mentality
is inevitable, that activity is inadvis-
able, and that the epileptic can never
hope for worthwhile accomplishment, or for
maxriage and normal children. 10
Correct information regarding each of these statements
must be clarified to the community, the family and the pa-
tient*
The lay person watching a seizure characterized by the
patient's losing consciousness, muscular activity, or rigid-
ness, and involuntary cries or words is shocked and alarmed.
As a result, people tend to shun the epileptic and think of
him in terms of the short period when he has a seizure. Epi-
lepsy to the average person produces feelings of fear and
disgust. Consequently, society has regarded the epileptic,
10 Ibid
.
,
p. 32.

and singled him out as different, unwanted, and not accept-
able. The epileptic has captured some of these feelings
which tend to increase his maladjustment.
Epilepsy has been masked in superstition and ignorance.
The mistaken idea that the disease is a form of insanity has
created society's fear and isolation of the epileptic. The
fact that society knows very little about epilepsy explains
why it cannot really understand it. Public sentiment is
changed only when groups of interested persons earnestly
support and put into action a program of enlightenment. The
family may harbor the same attitudes as society does, and may
also feel that epilepsy is a disgrace, something of which they
and their friends must be afraid and ashamed. They may feel
the cause was due to some misdemeanor on the paxt of the pa-
tient or the parents.
Parents may develop two attitudes; first, they may over-
protect the child or secondly, they may reject him. In the
first instance they may feel guilty and feel that in some way
they are responsible for their child's illness even if there
is no previous history of epilepsy in the family. They may
regard him as severely handicapped and consequently impede
and restrict his social and physical activities so that he
will develop many anxieties and neurotic patterns of adjust-
ment. The child may become aggressive towards his parents.
On the other hand, he may use his illness to get his own way.

Parents* constant over-protection of their child tends to
make him feel different from his siblings and others in the
"little people's society."
The parents who reject their child have very deep hos-
tile feelings towards him. Their feelings that he has dis-
graced them combined with their hostility give rise to death
wishes towards the child. If there are other children in the
family, the parents point them out as being perfect in com-
parison to the epileptic child. The social therapist has
known some parents to have feelings of rejection towards
their child because of the additional financial burden of the
cost of the treatment. The rejected child feels unwanted,
insecure and at odds with his society as well as the adult
society. He can react to his parents in two ways; he can be-
come extremely aggressive and hostile towards them and others,
or he may become withdrawn, disinterested and somewhat de-
pressed.
parents' attitudes towards their epileptic children vary<
Consequently, adjustment of the child to his illness will de-
pend on the parents' earlier relationship with the child and
attitudes towards him after he developed the illness.
The child with epilepsy knows that there is something
wrong with him, but he does not know what it is or why people
perhaps shun him. He also has some fear about his seizures.
He is sensitive to the attitudes of those surrounding him
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whether they are his family, other adults, or his friends in
or out of school. If their attitude and understanding of epi-
lepsy is healthy and constructive, he will be helped to accept
his illness and make a good adjustment to it. However, if he
is constantly in the midst of prejudiced, fearful, scornful
persons, he will feel different, insecure and unwanted and
become a very unhappy child. He will feel like a misfit in
his home, in his school and with his friends. As he grows
into adolescence and adulthood he will have numerous fears and
uncertainties about securing and holding a job, marrying and
rearing children. The way he adjusts to his sickness depends
upon the attitudes and feelings of those with whom he comes
in contact and how he is helped to understand the disease and
make a satisfactory adjustment to it.
j
It must always be kept in mind that epilepsy is a chroniq
illness. The medical treatment of the epileptic patient is l|
only half of the story; the other half is the psychological
and social therapy. The two are interrelated. The patient's
adjustment to his illness is greatly dependent upon the com-
bination of competent medical and social treatment. The
social therapist's function (in the Seizure Unit) is the
social treatment of the patient.
The social therapist, because of her knowledge of the
social factors and psychological dynamics important in per-
sonality structure, can recognize the difficulties and

fiinxieties faced by the patient and his parents regarding the
illness. When she observes any disturbances in the above
areas in the patient or the parents, she interviews them to
obtain a better understanding of their difficulties. She
directs social treatment towards helping them to understand
and handle their problems and make any necessary adjustments.
This is not accomplished in one interview but may take a num-
ber of interviews. Cases are referred to the social therapist
by the physicians because of some particular social, emotiona]
or environmental problem. There are several major areas
where the skills of the social therapist are needed.
School difficulties are widely prevalent until seizure
control becomes adequate. After some control is effective,
difficulties may still persist because of some personality
problem which may have developed during the period of poor
control. The children's difficulties and problems arising
out of their inability to make satisfactory group relation-
ships is another area in which case work service is rendered.
Camp placements are arranged by the social therapist as are
group activities during the rest of the year.
When the patient develops fearful and unhealthy attitudes
towards his illness, the social therapist directs treatment
so that the patient can express his feelings. In doing this
the patient's anxiety is reduced, and with the help of the
therapist he can understand his feelings and gradually gain

more constructive attitudes towards his sickness. She also
helps to clarify the patient's questions and confusions about
the disease, its causes, securing a job, marriage and rearing
a family. It has been found that the adolescent patients are
particularly concerned about these questions.
The parent usually has many anxieties and fears about
the illness and its effect upon the child. In instances
where the parent either rejects or over-protects the child it
creates many probleais and conflicts in their attitudes toward
their handling of him. As previously stated, the parents'
reactions to their child has numerous emotional and social
effects upon the child's behavior and adjustments. The soc-
ial therapist directs treatment toward helping the parents
understand the disease and clarify any confusion which they
have regarding it. She also helps them express any feelings
they have towards the child and if they are unhealthy, case
work treatment is channeled towards helping them modify their
attitudes into more healthy ones. Parents are in a strategic
position to help their child make a good adjustment to his
illness and lead a normal life.
Many patients and parents need supportive therapy not
specifically in terms of school adjustment or other environ-
mental goals, but continued interpretation in relation to the
illness situation as new problems arise. The patient and the
parents need constant reassurance regarding the prognosis.

CHAPTER III
HISTORY AND PRESENT STATUS OF SEIZURE UNIT,
CHILDREN'S MEDICAL CEi\TER
The present Seizure Unit at the Children's Medical Centei
grev? out of many stepping stones. It was founded by Dr. Will-
iam Gr. Lennox whose active interest in the research and treat-
ment of epilepsy stimulated him and others to realize the ad-
vantages of a diagnostic research- training center for the
treatment of epileptic children.
The Rockefeller Foundation has made a grant to Harvard
University for research in epilepsy under the direction of
Dr. Lennox, working first at the Boston City Hospital and
since 1945 at the Children's Medical Center in Boston. The
period extends from July 1, 1937 to July 1, 1951. The yearly
amount has varied from $19,500 to the present $15,000.
Until the fall of 1945, epileptic children were seen in
the Medical or Neurosurgical Out-patient Departments of the
Children's and Infant's Hospital, now the Children's Medical
Center. When appointed physician in the Medical Departuient
in the fall of 1945, Dr. Lennox set up a separate clinic for
epileptics in the Out-patient Department. At this time the
staff consisted of Dr. Lennox, one associate and a secretary.
The electroencephalogram examinations were made in the lab-
oratory located in the Bader Building of the hospital. This

seizure clinic met on Monday afternoons when seven or eight
patients were seen.
It was realized that more than a treatment clinic was
needed and could be provided. The clinic was founded with
the hope that it would serve a threefold purpose; a diagnos-
tic treatment center; a center for teaching and training; and
a center for research. It could thus serve not only the pa-
tients who attended, but the whole state, and, as a model
pilot plant, the nation.
Obviously a specialized service could be conducted only
if outside support for the clinic were available. A plaji and
a budget were drawn up and presented to Miss Hutton. Program
Director of the Bay State Society for The Crippled and Handi-
capped. In September 1946 this Society made a grant which
has been continued in the amount of either $500 or $1000 per
month. Other smaller grants and contributions and receipts
from private patients have provided the balance of the budget.
Good medical treatment, the training of assistants, social
workers and doctors and research in methods of improved medi-
cal and social treatment go hand in hand. Funds provided for
research have helped to maintain quality of service in all
branches of activity.
The financial aid of the Bay State Society provided
additional personnel, which could not be accommodated in the
two office rooms occupied in the Isolation Building. The

problem was presented to the director of the hospital, and
the trustees gave the growing "Seizure Unit" one-half of the
second floor of the former Carnegie Nutrition Laboratory, now
the Laboratory Building of the Children's Medical Center. The
space was divided into eight rooms and occupied in January
1947. It now houses the present staff, which consists of Dr.
Lennox, Chief of the Seizure Division of the Neurological
Institute of the Children's Medical Center and Associate Pro-
fessor of Neurology in the Medical School of Harvard Univers-
ity, his associate. Dr. Douglas T. Davidson, Jr., and a pedi-
atrician who is given a six months fellowship, the social
therapist and two students assigned to the Seizure Unit in
rotation from the schools of social work in Boston, the E.E.G.
Laboratory technician, a psychologist, a department secretary
and her three assistants.
The Seizure Clinic meets three times a week at the Medi-
cal Center Out-patient Department, and five or six new pa-
tients from birth to twelve years old are seen on Friday
afternoon. They are all referred cases from the other clin-
ics in the hospital, from outside physicians, or other sour-
ces. Patients referred from outside sources go through the
Medical Clinic before being seen in the Seizure Clinic. In
addition to a medical check-up, all patients have an electro-
encephalogram. This Friday afternoon clinic is a diagnostic
one. It is valuable for differential diagnosis and unhurried

discussions of individual problems involved. Depending on
the diagnosis and special needs for treatment, patients axe
referred to the Medical Clinic, to the family physician or
to the Monday afternoon session of the Seizure Clinic.
The Monday afternoon clinic is for return visits only
when approximately twenty-five patients are seen. The age
remges from birth to twelve years old. These patients in-
clude those more severely affected who require competent and
regular attention and treatment of patients receiving exper-
imental drug therapy.
The Wednesday afternoon clinic is for new and old ado-
lescent patients from twelve to eighteen years old. About
six patients are seen each clinic session. In the case of
the new patients, decision regarding further treatment, eith-
er by the family physician or in the clinic is determined by
the diagnosis*
The total number of physicians is three for the Friday
clinic, six for the Monday clinic and two for the Wednesday
clinic. The social therapist attends the three clinics while
the secretary attends only those on Monday and Friday.
The Seizure Unit or the diagnostic-research-training
center for Epileptic Children has several main purposes.
It offers a diagnostic service. Patients from suiywhere
may be referred for expert diagnosis and advice regarding
treatment. In a recent period 11 per cent of the patients

were from Maine, Vermont, New Hampshire, Rhode Island and
Connecticut* These patients were sent from these outside
states because of lack of special facilities locally. For
the most part they were seen in consultation, with the super-
vision left to the local doctor who received a complete re-
port from the Seizure Unit, In 1948, there continued to be
a large number of patients from outside Massachusetts*
In addition to the diagnosis and advice regarding treat-
ment, the more serious cases are retained for treatment in
the follow-up clinics. Follow-up treatment is not restricted
to people living in Massachusetts* In 1948, forty-eight per
cent of the patients lived outside the state*
The Seizure Unit is a research unit composed of clini-
cians and laboratory workers who search out causes of seiz-
ures and devise advancements in treatment of the disease*
Present hopefulness about epilepsy and its treatment is based
on the new knowledge gained in the last ten years* Since the
opening of the Unit, research has been carried out in various
areas among both clinic and private patients* These Eureas
are; electroencephalographic studies, especially of twins,
statistical analyses of the histories and examinations of
patients, including psychological studies, and study of the
therapeutic effects of experimental drugs—six of these have
been tried out, of which two are now in use throughout the
world* Finally, the present study represents research in the

field of social work. If this seizure clinic is to be used
|
as a pilot endeavor, determination of the cost of services,
both to the patient and to the hospital is essential.
The Seizure Unit is also a training center for the ins-
truction of doctors, nurses, social workers and technicians
who come to learn the latest methods of treatment. Their
training will be utilized later in their own communities or
countries. In the past yeaj many American and foreign phy-
sicians taking post-graduate courses at the Children's Medi-
cal Center and Harvard Medical School attend the clinics
weekly* They usually attend the Monday and Friday sessions
which are teaching clinics. There have been physicians from
South and Central America, Spain, India, Australia, China,
France, the Scandinavian countries, the Philippines, Pales-
tine and Canada. On an avereige of once a month a group of
|
student nurses come from other hospitals to visit the clinics.
I
Last year there was one, and at present there are two students
from two of the Boston Schools of Social Work placed here to
gain experience in medical case work under the supervision of I
the social therapist. They spend three or four days a week
at the Unit.
An indirect but important and necessary function of the
Seizure Unit is education of the general public. This activ-
ity is essential to stimulate an active attack on the ignor-
ance and prejudice with respect to this disease. It reaches

the public in a wide variety of ways*
The work of the Unit has been demonstrated by means of
exhibit booths at the meetings of the International Pediatriod
Congress in New York City, and at the 1948 Annual Convention
of the Massachusetts Medical Society at the Hotel Statler,
Boston on April 29, 1948, the staff cooperated in a radio
program planned by the Bay State Society for Crippled Children
and Adults and sponsored by the American Legion Auxiliary*
Doctors of the staff have lectured to medical, nursing
and social work students at Harvard and Boston Universities
and at various medical conventions. The social therapist
assisted by presenting the social and emotional aspects of
the care of the epileptic patient. Professional groups in-
cluding graduate nurses from outside hospitals and represent-
atives from public and private agencies have observed the
clinics in action*
In 1948 there was some success in interpreting the socialj
and emotional needs of patients to school authorities* Teach^
ers, school nurses and principals have been eager to learn
more about epilepsy and help with the adjustment of children
in their care* The director of Health Education of the City
of Quincy barred epileptics from attending school. He now
accepts the recommendation of the clinic on individual chil-
dren or of other physicians providing the child is under com-
petent care. Efforts are now being directed to give author-

ities and personnel in the Boston Public School System a
better understanding of epilepsy and the needs of epileptic
children.
In addition to these methods of education there have
been numerous publications. Articles about the clinics ap-
peared in the Boston Globe, October 19, 1947, in the December
issue of "The Crippled Child" and in the American Weekly,
December 26, 194S. The staff helped to advise Milton Silver-
man, a writer whose article "We Can Lick Epilepsy" appeared
in the Saturday Evening Post, Jsuiuary 17, 1948, A dozen or
more articles have been published during 1948 by the doctors
of the Seizure Unit. In addition an article entitled "The
Patient Faces Epilepsy" written by Mrs. Ruth Gerofski, former-
ly social therapist at the Seizure Unit, was published in
"The Journal of Social Casework" for May 1948.
In collaboration with the American Epilepsy League, two
surveys have been made. The result of one was published in
the New England Journal of Medicine, February 12, 1948. The
title of the article was "Who Cares for the Epileptic." It
concerns the inquiry addressed to all Massachusetts doctors
regarding their experiences with epileptic patients.
The other survey dealt with questions received from
1300 colleges and universities reporting on epileptic stu-
dents. The results were published by the American Epilepsy
League in a pamphlet, "The Higher Education of Epileptics."
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It was distributed to 1600 colleges and universities.
Vocational adjustment of the adolescent epileptic has
been of increasing concern to the staff. Every adolescent
who has finished or has been forced to finish his formal edu-
cation is interviewed by the social therapist to see whether
further training seems advisable or whether job placement can
be found.
There has been outstanding success in the past year in
securing the cooperation of the community agencies interested
in vocational guidance; namely, the Y.M.C.A,, the Boston Fam-
ily Society, The Division of Rehabilitation of the State De-
partment of Education and the Community Workshops,
Since it is the credit interviewer* s responsibility to
evaluate the family finances for the purpose of making appro-
priate reductions, it is not the primary concern or service
rendered by the social therapist. However, there are instan-
ces when the extreme severity of a family's finances have
called for case work service.
It is a known fact that the social therapist not only
renders service to the patient and parents (described in
Chapter II), but also turns her efforts towards the education
of the public about epilepsy and the work of the Seizure Unit^
She aims to attempt to change the public sentiment about epi-
lepsy and epileptics from ignorance about the facts of the
disease to that of understanding its nature and acceptance of

epileptics. Another one of her roles is consultant to other
social agencies*
The psychologist administers Stanford-Binet , Wechslar-
Bellevue, Rorschach, and Thematic Apperception tests to all
the patients for whom the doctors or social therapist recom-
mend such a service along with their treatment. She also
repeats tests on the same patient at later intervals, when
necessary. In instances where intellectual development may
be subnormal, the results of a test may help focus on the
problem and she can interpret to the parents facts to help
them in terms of future planning for their child. The test
results show the need for psychiatric care. They also reveal
Etny disturbances in the emotional and social adjustment which
may be treated by the social therapist.
Signs of a patient* s maladjustment may be detected
either by the doctor or by the social therapist. They keep
each other thoroughly informed of their special treatment of
the patient and his parents so that their combined efforts
will help the patient and parents gain a healthy attitude
towards the illness and make satisfactory adjustments.
The work of the clinical psychologist also fits into
this picture. By observing a child's behavior in the testing
situation and by obtaining an accurate appraisal of his men-
tal abilities, and his social and emotional adjustments, she
can advise the doctor and social therapist as to how his

strengths and limitations can be used best. She can slLbo
help the social therapist on matters pertaining to school
planning and vocational counselling. Any social or emotional
problems revealed through the tests give the social therapist
axi indication of the areas around which treatment may be
directed.

CHAPTER IV
COST TO HOSPITAL Ai^D SEIZURE UNIT PER VISIT
In order to give a complete picture of the cost per visit
it is necessary to include a chapter on the cost to the Hos-
pital and Seizure Unit per visit.
The budget of the Seizure Unit is separate from the Hos-
pital Budget, In 1948, the average cost to the Hospital in
all departments was $4,18 per clinic visit. This figure com-
prises the cost of the direct and indirect services to the
patient. The direct services are those which are connected
with the actual treatment of the patient. Indirect services
are the maintenance of the clinic—such as housekeeping, sup-
plies, telephones, etc. The clinic fee per visit to the pa-
tient is |3,00, However, it must be remembered that every
person coming to the clinic does not pay the amount of $3,00,
Many patients, because of financial difficulties, have their
fees reduced by the Credit Interviewer, based upon the family
circumstances. The Credit Interviewer explores the family
finances and makes the essential reductions accordingly. In
many instajices fsunilies are admitted free or for only fifty
cents. In 1948, it was found that thirty per cent of the
Seizure Clinic patients did not pay the full $3,00 fee, and
seventy per cent did pay the full fee.
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In calculating the number of clinic visits and the total
income from the clinic visits in the whole Out-patient Depart-
ment, it was found that the average income to the hospital pei
clinic visit was $2.92. Therefore, it follows that the loss
to the Hospital per clinic visit was $1.26. The following
chart clearly shows this.
As previously stated, the Seizure Unit Budget is contrib-
uted by the Bay State Society for the Crippled and Handicapped
and other organizations. It amounts to approximately #35,000
per year. Since much of this is for research, somewhat less
than one-half, or an estimated $15,480 is for the maintenance
of the public clinic. Following are the itemized expenses to
the Seizure Unit for operating the three weekly clinics for
the year 1948.
LOSS TO HOSPITAL PER CLINIC VISIT
Average Unit Cost $4.18
Average Unit Income .... 2.92
Average Unit Loss .... $1. 26
Doctors
Social Service
Social Service (typing & travel)
Secretaries
Psychologist
Technician
Camps
Supplies
Telephone
Electroelcephalograms—made gratis
Drugs Supplied by Drug Houses
$6,900.00
2,800.00
1,100.00
2,400.00
300.00
300.00
270.00
200.00
75.00
135.00
1.000.00
TOTAL $15,480.00

In 1948, there were 1,319 clinic visits which means that
the average cost to the Seizure Unit per clinic visit was
111, 74. This, however, does not include the average loss to
the Hospital per visit, $1.26, which is certainly part of the
total cost to both the hospital and the Seizure Unit. The
total cost to both departments together amounts to $13.00 per
clinic visit.

CHAPTER V
COST OF THE INITIAL VISIT TO THE NEW PATIENT
The cost to the family for the patient's first visit to
the Seizure Clinic was found to be quite high and overwhelm-
ing to many families. The random sample method of fifty new
patients was chosen in view of the fact that it included pa-
tients coming from many different sireas. In considering the
average cost of the visit, the costs for the clinic fee, the
electroencephalogram, the X-ray, medication, transportation,
and the financial loss from work were calculated.
Table I shows the various types of epilepsy represented
in the group of fifty patients. There were fourteen boys and
seven girls with the diagnosis of grand mal epilepsy. This
TABLE I
DISTRIBUTION OF THE NUMBER OF PATIENTS
WITH THE VARIOUS TYPES OF EPILEPSY
Type Male Female Total
Grand Mal 14 7 21
Petit Mal 5 6 11
Jacksonian 2 0 2
Psychomotor 4 3 7
Febrile Convulsions 2 5 7
Deferred
_2 _0 _2
Total 29 21 50

made a total of twenty-one with this type of seizure. Five
boys and six girls had petit mal. This means that out of the
fifty patients more than half had either grand or petit mal
seizures. The other sixteen patients fell into the other
types of convulsive seizures. In two instances the diagnosis
was deferred until the children were further observed.
In order to analyse the cost of treatment for each pa-
tient, the sainple was divided into groups. The group of fifty
patients was divided into all those from Boston proper, Met-
ropolitan Boston, other Massachusetts towns and cities and out
of state. It can be seen from Table II that the largest num-
ber of patients, 38 per cent, were from other Massachusetts
cities and towns; the lowest number, 6 per cent, were from out
of state. A majority of the patients, thirty-seven, were from
the combined districts of Metropolitan Boston £ind other Massa-
chusetts cities and towns.
TABLE II
DISTRIBUTION OF THE FIFTY PATIENTS IN
EACH OF THE FOUR DISTRICTS
District
Number of
Patients Percentage
Metropolitan Boston
Other Massachusetts
Boston Proper 10
18
20
36
Towns and Cities
Out of State
19
3
38
6
Total 50 100

It was found that the average cost for the initial visit
at the Seizure Clinic was $18. 32, Table III consists of the
average breakdown of the various expenditures for each visit
for the group of patients from each of the four districts.
These figures show that the highest cost to the patient per
visit (besides that for actual medical treatment) was the
transportation cost, |3.08. The combined cost for transpor-
tation and loss from work, |4,85, was high and the largest of
any of the other single costs. The Hospital fees for the
clinic, electroencephalogram and X-ray are as follows: $3.00,
$5,00, and |10.00 respectively. These costs were lower than
the designated amounts, because the Credit Interviewer re-
duced these fees when any of' the families were unable to pay
the full amounts. The medication cost, $2,10, was the lowest
TABLE III
THE AVERAGE COST OF THE INITIAL VISIT
Cost
No. of per Loss Trans- Clin- Med^
Pa- Pa- from porta- ic ica-
District tients tient Work tion Fee EEG X-Ray tiorl
Boston 10 $16.13 ~ |0.75 $2.80 i^S^ $4.00 $2,5£
Met. Boston 18 16.93 $2.06 .91 2.56 4.72 4.44 2.24
Other Mass.
Towns, Cities 19 19.40 2.71 3.49 2.89 5.00 3.68 1.62
Out of State 3 32.00 — 21.34 3.00 5.00 — 2.67
Average $18.32 $1.77 $3.08 $2.78 $4.81 $3.80 $2.10

of all the costs which were part of the actual medical treat-
ment of the patient.
When the writer found that the trajasportation and loss
from work cost was higher than any single cost of the actual
treatment of the patient, she was interested in these two
questions: How many patients would be included in the $0-10,
$10-20, etc. brackets when these two expenses are included in
the total average cost of this initial visit? What would be
the distribution of the number of patients in each of the
brackets when these two items are excluded from the total av-
erage cost of this initial visit? Table IV gives the ajiswers
to these questions.. In this table it can be seen that the
number of patients paying between $0-10, $10-20, etc. is in-
creased when the cost of loss from work and transportation are
each excluded from the total average cost of this visit. The
remaining number of patients paying over $20,00 fall into the
other brackets. The number of these patients decreases when
each item is excluded from the total average cost and when
they are both excluded. When they are both excluded, forty-
five patients would pay less than $20.00 for this first visit,
leaving only five patients paying over $20.00.
The figures show that the average cost for the initial
visit at the Seizure Clinic is $18.32. The various average
costs included in this total average cost are: Loss from

TABLE IV
THE AVERAGE COST OF THE INITIAL VISIT WHEN TRANSPORTATION
AND LOSS FROM WORK ARE EACH EXCLUDED Ai^D WHEN THEY ARE
BOTH EXCLUDED FROM THE AVERAGE COST OF THE INITIAL VISIT
Trane- Trems- Loss Loss
porta- porta- from from Both Both
Total t Ion t ion Wo Tie In- Ex-
Expense Incl, Excl, Incl. Excl. cluded cluded
$ 0-10 9 16 9 11 9 20
10-20 21 22 21 25 21 25
20-30 17 10 17 11 17 5
30-40 0 2 0 2 0 0
40-50 2 0 2 0 2 0
50-60 1 0 1 0 1 0
Total 50 50 50 50 50 50
Average $18.32 $15*24 $18.32 $16.55 $18.32 $13.47
work, $1.77; transportation, $3.08; clinic fee, $2.76; elec-
troencephalogram, $4,81; X-ray, $3.80; and medication, $2.10.
It has been shown that the combined cost for loss from
work and transportation was the greatest burden on the fami-
lies. It must also be emphasized that the average cost for
this initial visit would have been higher than $18.32 if the
Credit Interviewer had not reduced some of the Hospital Fees
for individual families.

CHAPTER VI
COST OF TREATMEiJT TO THE OLD PATIENT, 1948
In order to find the cost of treatment in 1948 for the
old patient, 100 old patients' parents were interviewed.
The amounts spent for the clinic fee, electroencephalo-
gram, X-ray, medication, loss from work, transportation,
interim care, and hospitalization were calculated for each
patient's visit in 1948, Since many fsimilies, who lived a
considerable distance from Boston, took their children to
their family doctor for monthly blood counts at the recom-
mendation of the clinic doctor, the cost for interim care was
considered part of the average cost of treatment for the year
1948, In cases where a child was hospitalized this was also
included in the total average cost because this, as with the
interim care, was definitely part of the treatment of the pa-
tient.
The random sample was composed of the two sexes and a
varied group. The number of years the patients had epilepsy,
and number of clinic visits in 1948, and the types of epilep-
sy represented in the sample were calculated.
In Table V we see the distribution of the various types
of epilepsy. The largest number of boys, sixteen, and girls,
seventeen, had petit or grand mal epilepsy. The next largest
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TABLE V
DISTRIBUTION OF THE NUMBER OF PATIENTS
WITH THE VARIOUS TYPES OF EPILEPSY
Type Male Female Total
Grand Mai 16 17 33
Pi tit Mai 17 12 29
Jacksonian 4 2 6
Psychomotor 6 5 11
Febrile 1 0 1
Petit and Grand Mai 11 6 17
Petit and Psychomotor 1 1 2
Diagnosis Deferred 1 0 1
Total 57 43 100
number of boys and girls were eleven and six respectively,
who had both petit and grand mal epilepsy. The one patient
whose diagnosis was deferred had convulsions which did not fit
into any one of the usual catagories.
It was interesting to note how many clinic visits were
made by each of the one hundred patients during the year 1948,
Table VI indicates that the largest number of patients, eigh-
teen, made five clinic visits. Seventeen patients came
times. Two patients came only once, the lowest number of
clinic visits.
The table also shows the number of years the various pa-
tients had epilepsy. Most children, twenty-seven, had the
disease one year. The greatest number of children, fifty-one,

TABLE VI
THE DISTRIBUTION OF THE NUMBER OF CLINIC VISITS AND
THE NUMBER OF YEARS THE PATIENTS HAD EPILEPSY
Number of Number of Number of Number of
Clinic Visits Patients Years Epilepsy Patients
1 3 1 27
3 5 2 14
3 13 3 21
4 17 4 6
5 18 5 10
6 10> 6 6
7 7 7 3
8 9 8 4
9 6 9 4
10 4 10 2
11 3 11 2
12 0 12 0
13 0 13 1
Total 100 Total 100
had the illness between two and five years. There was only
one child who had it for thirteen years.
Before obtaining the average cost to the patient, the
group was divided into districts. Table VII indicates that
61 per cent of the patients came from Boston proper and Met-
ropolitan Boston; 39 per cent came from other Massachusetts
towns and cities. This indicates the need for other clinics
in the State of Massachusetts for routine treatment of epi-
leptic children.

TABLE VII
DISTRIBUTION OF THE ONE HUNDRED PATIENTS IN
EACH OF THE FOUR DISTRICTS
District Number ofPatients
Per Cent from
Each District
Boston Proper 19
43
19
42Metropolitan Boston
Other Massachusetts
Cities and Towns
Out of State
31
8
31
8
Total 100 100
The average cost per year for treatment at the Seizure
Clinic was $66,84. The writer arrived at this figure by cal-
culating for each of the one hundred patients the cost of eacl
of the patient's visits from January, 1948 through December,
1948, Table VIII is the average cost for each item for the
patients in each of the four districts. It also shows the
average cost of yearly treatment and the average breakdowns
of the various expenses for the year. It can be seen that
the cost for transportation increases the farther the patienti
live from Boston proper. The cost of loss from work also in-
creases in the same direction except for those patients com-
ing from Metropolitan Boston, where the average cost was
$2.28» The clinic fee, electroencephalogram, and X-ray costs
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are not even figures (as they should be), and are lower than
they should be. This is accounted for by the fact that the
Credit Interviewer reduced many of these fees for families
who were unable to meet the required fee of |3.00, ^5.00, and
llO.OO respectively.
Of the costs for the actual treatment of the patient,
the clinic fee, $16.56, and medication, |15.66, are the
highest. Medication is, however, lower than it actually
should be since in many instances it was given free or at a
reduced rate.
The interim care cost was low in comparison with the
other costs and emphasizes the fact that the patients were
almost wholly dependent upon this clinic for their treatment.
Likewise hospitalization is low because so few patients are
hospitalized for their seizures as long as they are under
competent treatment.
This sample was divided into groups of patients who
spent between $0-25, |25-50, etc. for the yearly cost of
treatment. These figures show that the costs for loss from
work and trsmsportation were the highest. The writer next
took the transportation and loss from work expenses separate-
ly from the average cost of treatment and then secondly, ex-
cluded them both from the average cost. This is shown in
Table IX.

TABLE IX
THE AVERAGE COST OF YEARLY TREATMENT WHEN TRANSPORTATION
AND LOSS FROM WORK ARE EACH EXCLUDED AND WHEN THEY ARE
BOTH EXCLUDED FROM THE AVERAGrE COST OF YEARLY TREATMENT
Trans- Trans- Loss Loss
porta- porta- from from Both Both
Total tion tion Work Work In- Ex-
Expense Incl* Excl, Incl. Excl. cluded cluded
$ 0- 25 8 15 8 8 8 17
25- 50 50 57 50 53 50 57
50- 75 16 8 16 17 16 11
75-100 8 8 8 6 8 8
100-125 6 5 6 6 6 2
125-150 6 4 6 6 6 4
150-175 0 0 0 0 0 0
175-200 2 0 2 2 2 1
200-225 2 2 2 1 2 X
225-250 1 1 1 1 1 0
250-275 1 0 1 0 1 0
TOTAL 100 100 100 100 100 100
Average
$47.25Cost of $66.84 $52.80 $66.84 $81.29 $66.84
Visit
The transportation expense is $8.49 more than the cost
of loss from work. When the two costs are combined the cost
of the actual treatment is $19.59 lower thaji when they are
tooth included with the average yearly cost. This proves that
clinics nearer to the patients would greatly reduce the costs
for transportation emd the financial loss incurred by one or
tooth parents' loss from work. This would reduce the average
cost for yearly treatment.
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Table X indicates that from the seuDple of one hundred old
patients the average cost per visit was $12.9i« This was
$5»-41-less than the cost of the initial visit, ;|ia.32, as
found from the sample of fifty new patients. The difference
in these two costs C€ui be attributed to the fact that each old
patient does not have an electroencephalogram at the time of
each visit* Also, once the diagnosis is established there is
rarely need for a skull X-ray. The electroencephalogram is
always required at the time of the initial visit, and the pa-
tient usually has an X-ray. These two costs add to the high
cost of the initial visit.
The average income of the one hundred families was
|2,885 for the year 1948* Table XI represents the income
levels and the number of families in each group. It can be
seen that thirty-five families, the highest number, were in
the 12,500-3,000 bracket. The next highest number of fami-
lies, thirty, were in the $2,000-2,500 bracket. There were
four families in the highest income bracket #4,000-5,000;
only one family in the lowest bracket |l, 000-1, 500.
Table XII shows the average number of feunily members in
each income level, the average medical expenditures allowed
for the entire family, the amount allowed each member, and
the actual amount spent for the epileptic member* In each
group we can see that the amount of money spent for the epi-
leptic member was well over the amount which was allowed for

TABLE XI
THE NUMBER OF FAMILIES IN EACH INCOME BRACKET
^ Number of
Income Bracket Feunillee
$1,000—1,500 1
1,500—2,000 7
2,000—2,500 30
2,500—3,000 35
3,000—4,000 23
4,000—5,000 4
•Source; J« Frederic Dewhurst and Associates,
Medical Care Expenditures of Fami-
lies by Money Income Civiliswi Spend-
ing and Saving 1941 and 1942, Office
of Price Administration, March 1,
1943, America's Needs and Resources,
New York 20th Century Fund, 1947,
Page 251, Table 90.
the medical care expenditures. The patient in the income
level of |l,000—1,500 spent over the medical care allowance
for the entire family. This table indicates that there was
little money left for the medical care of the rest of the
family when the cost of the epileptic member was so high.
This meant that the cost of the treatment of the epileptic
child was a financial burden on the family.
Table XIII shows that the per cent of the medical caxe
expenditures spent by the epileptic member over the per cent
of medical care expenditure allowed each member of the fam-

TABLE XII
THE FAMILY INCOME LEVELS AND THE AMOUNT SPENT BY THE
EPILEPTIC PATIENT AND THE RELATION BET?8ESN IT AND
THE AMOUNT SPENT FOR EACH MEMBER OF THE FAMILY
Income
Bracket
Average
for Each
Family
Member
Average
Medical Care
Expendi tures
for Family
Average
Spent
for
Epileptic
Average
Number
in
Family
$1,000—1,500 $14. 25 $57.00 $57.35 4.0
1,500—2,000 16. 98 69.00 58.85 4.1
2,000—2,500 18.34 87.00 68.26 4.7
2,500—3,000 20.00 104.00 64.86 5.2
3,000—4,000 28.86 129.00 53.42 4.5
4,000—5,000 27.16 163.00 89.15 6.0
Source: J. frederic Dewhurst and Associates, Medical Care
Expenditures of Families by Money Income Civilian
Spending and Saving, 1941 and 1942, Office of
Price Administration, March 1, 1943, America's
Needs and Resources, New York, 20th Century Fund,
1947, page 251, Table 90.
ily was high in each instance. The highest was 76 per cent
in the $1,000—1,500 level, and the lowest was 13 per cent in
the $3,000—4,000 level.
In summary, the figures show that the average cost of
treatment to a patient was $66.84 for the year 1948. The var-
ious average costs included in this cost eire: transportation)

TABLE XIII
THE PER CENT OF MEDICAL CARE EXPENDITURES FOR EACH FAMILY
MEMBER, THE PER CENT OF MEDICAL CARE EXPENDITURES SPENT
FOR THE EPILEPTIC, AND THE PER CENT OF THE MEDICAL
CARE EXPENDITURE OVER THAT ALLOWED SPENT ON EPILEPTIC
Income
Bracket
^1,000—1,500
1,500—2,000
2,000—2,500
2,500—3,000
3,000—4,000
4,000—5,000
Per Cent Med,
Expenditures
Allowed Each
Member
25
24
21
19
22
17
Per Cent Med,
Expenditures
Spent for
Epileptic
101
85
78
62
45
54
Per Cent Spentj
Over That
Allowed
Each Member
76
61
57
47
13
37
Source; J. Frederic Dewhuret and Associates, Medical Care
Expenditures of Families by Money Income Civilian
Spending and Saving, 1941 and 1942, Office of Price
Administration, March 1, 1943, America's Needs and
Resources, New York, 20th Century Fund, 1947, page
251, Table 90.
$14.04; loss from work, $5.55; clinic fee, |16.56; electro-
encephalogram, $3.70; X-ray, $.70; medication, $15.66;
interim care, $5.21; and hospitalization, $5,42. The tables
on the family income levels and the relation to them and the
cost of treatment showed that the cost was high in each case
and over the amount of money spent for the medical care for
each member of the family.

CHAPTER VII
TWO CASE ILLUSTRATIONS OF OLD PATIENTS
REFERRED TO THE SOCIAL THERAPIST
In this sample of one hundred patients the writer found
many who, because of financial strain, had fees for clinic,
medication, E.E.C, or X-rays reduced by the Credit Inter-
viewer,
The writer has presented the two following cases, in-
cluded in the sample, which demonstrate the burden on the
families to meet the medical care costs of their epileptic
member. They also will clarify the social therapist's func-
tion regarding the services in the area of finances offered
to these families*
Case I_
This case was referred to the social therapist because
of the family » 8 great difficulty in meeting the medical ex-
penses and for inquiry about fees:
This patient is a fourteen year old girl who
has had grand mal epilepsy since 1943. She was
previously treated at a hospital out of state un-
til 1946 when she was referred to Dr. Lennox, since
she lived closer to Boston than to that city. She
now attends the Adolescent Clinic.
In July, 1943 she fell from a bike and hit
her head causing some brain damage. Two months
later, she had her first seizure. Her seizures
are characterized by brief tonic spasms followed
by a few clonic jerks lasting about a minute. She
usually has four a month. Along with these seiz-
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uree she has progressive mental retardation and,
because of this, discontinued school after the
sixth grade. Presently, she is living with her
family, but the need for institutionalization may
eventually arise.
The family consists of the mother, father,
and seven siblings; brothers nineteen, eighteen,
eight and six years old, and sisters seventeen
and four years old. The parents seem to be very
devoted to their children. They are a French
Canadiaji family living in a small town in Connec-
ticut, where the father built his home for hie
family by himself.
The patient requires a great deal of care
and attention. As soon as the oldest girl became
of age to leave high school, she did so as she
felt it was important for her to stay at home to
assist her mother and take full charge of her
sister. The two sisters are almost inseparable.
She is even reluctant to leave the patient alone
with her parents as she feels that she understands
her better than anyone else and that she can do
more for her than anyone else in the family. She
has even tried to help the patient to read aloud
so that she will retain her ability to read, but
this was unsuccessful. She then thought of a pri-
vate tutor and the social therapist helped her to
see that a tutor would not be a worthwhile ex-
penditure of money. This led to an emotional out-
burst on the part of the sister. She said that
the social therapist's statement about tutoring
confirmed the feeling that she has had for a long
time that the patient would not improve mentally.
The sister also expressed her great burden of car-
ing for the patient as well as keeping to herself
the fact that she would not improve mentally. She
does not think it right to teli her family about
this since they feel she will improve. It was
pointed out that it was too great an emotional
strain upon her to carry this load alone and she
would gain some relief by sharing it with some one
as she did with the social therapist on her infre-
quent visits to the clinic. Since there were no
social agencies to which the social therapist could
refer her in her home town, it was suggested that
she talk this problem over with her priest. The
sister showed some reluctance to follow this sug-
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gestion, because she was not too familiar with
her priest. The social therapist will continue
to talk with her each time she takes the patient
to the clinic. The social therapist has encour-
aged the patient to be as active as possible and
try to keep interested in the things which went
on around her.
The sister not only takes full care of the
patient, but also has the responsibility of
cooking and sewing for this large family. She
has apparently much skill in designing and sew-
ing as she does all the dressmaking and suit
making by hand and without patterns. In her
spare time she does dressmaking for her rela-
tives and friends in the community. She does
not ask for any money for this as she feels it
is sufficient compensation that she enjoys doing
it since she likes to do things for people. Her
ambition is to have her own dressmaking estab-
lishment, but at present this is impossible be-
cause of the responsibility which she feels for
her sister. She does not have any association
with young people in the town with wh,om she went
to high school. Therefore, the only time she goes
out is when her brother takes her for a ride on
his motorcycle.
The father earns $55.00 weekly, and the old-
est son gives the family ^12..00 of his weekly
earnings. This makes a total weekly income of only
$67,00 which makes it difficult to feed and shelter
a family of nine. It is extremely hard for the
fajnily to set aside any money for medical care, let
alone pay for the treatment for their epileptic
member. There were seven clinic visits in 1948,
The costs were:
Transoortation . . . . . . $70,00
Loss from Work .CV'r9*?er). 70.00
Clinic Fee 7.00 (full fee
E.E.G Free $21)
Medication 55.83
Total $182.82
The sister who accompanied her at the time
of each visit was under the impression that all

medical expenses were to be paid for by the Con-
necticut Crippled Children's Program and was some-
what confused about the whole situation. The
social therapist discussed the financial problem
with the Credit Interviewer. She in turn con-
tacted the Connecticut Bureau for Crippled Chil-
dren who stated that their epilepsy program was
not set up to give assistance except for diagnos-
tic care, namely X-rays, and electroencephalograph
examinations; this responsibility they would as-
sume. Although the Children's Medical Center is
a private institution, it does make financial al-
lowances. Accordingly, an arrangement was worked
out whereby the admission fee for each visit would
be only $1.00. The patient would pay for her own
medication. It was recommended by the social
therapist that she purchase all medicine at the
hospital drug room since it would be cheaper than
buying it at the local drug store.
In this case it is easily seen that it is a financial
handicap for this family to pay for the cost of treatment for
their epileptic child. Actually, there are two separate
costs, but both are in behalf of the child's treatment.
These two are; the medical care cost, $42,82, and the com-
bines cost of transportation and the brother's loss from work,
$140.00. This yearly expense is extremely high and burden-
some for the family. However, it must be realized that in
the long run it is essential and important that this patient
be under the treatment of doctors in a specialized diagnostic-
treatment training unit for epilepsy. Since the patient's
sister has the responsibility of staying home to care for herj
there is a potential financial loss to her directly as well
as to her family. This loss is the income she would earn if

she were free to open her own dressmaking business. This
would improve the financial situation in the fajnily.
Case n
This case was referred by the Chief of the Seizure Clin-
ic for Social Study because of obvious finajicial limitations.
This four year old girl has had grand mal
seizures since the age of two. The cause of the
seizures is probably a brain injury. She might
have several a day lasting one to three minutes.
They are accompanied by cyanosis, generalized
muscular twitching smd frothing at the mouth.
Sometimes she is free of seizures for several
weeks at a time. In addition to her epilepsy
she has ptosis of the left eyelid and is obese,
giving the appearance of a five year old. She
is also extremely retarded.
The family consists of the mother, father,
and a three month old girl. They live in a four
room apartment in a fair section of Metropolitan
Boston. The child's behavior is impulsive and
aggressive most of the time. She is an anxious
child who meets frustration only by numerous tem-
per tantrums. The mother is unable to cope with
the child's behavior and finds it difficult to
understand that her daughter is incapable of fol-
lowing her instructions. Her only method of
handling her is by slapping or spanking her. The
mother's somewhat limited intelligence might ac-
count for her inability to manage the child. How-
ever, she is a well-meaning mother who is trying
to do the best for her daughter and is very anx-
ious that she has good medical treatment.
When the father was first discharged from
the Army, he and his father opened a bakery shop.
Since his earnings were only |25.00 weekly, he
withdrew and has been looking for employment.
Since there was no income in the family, the moth-
er secured a job in a laundry earning |S2.00 week-
ly. Before the father started to receive his un-
employment compensation checks the family had

great difficulty in meeting their expenses.
The social therapist suggested that the
father apply to the Office of Veterans Benefits
at the City Hall Annex in their city. A letter
was sent to this Division explaining the fajnily's
financial situation and requesting that the fajn-
ily be given additional money to take care of
the child's medication and clinic care. The fam-
ily finances were also discussed with the Family
Society which failed to give temporary assistance
on the grounds that this could be obtained from
the Office of Veterans Benefits. At present the
father is still unemployed and is receiving
$20.00 weekly Unemployment Compensation.
Since this family had these severe financial
problems, there were some allowances made for the
child's continued treatment at the Seizure Clinic.
There were six clinic visits in 1948.
Transportation $1.20
Loss from Work • 14.00 (mother)
Clinic Fee ... 1.00 (6 visits-all free
except this one)
E.E.G 2.50 (instead of |5.00
for one E.E.Gr.
)
X-Ray 10.00
Medication . • . Free (one month's supply
of Mesantoin was given
free. Otherwise the
patient has been on
experimental drugs)
Total $28. 70
This case explains the temporary financial situation
which faced this family. What would have happened to the
care of the patient if some reduction was not made regarding
the cost of treatment? It was noted twice in the record that
appointments were cancelled. The mother wrote to the social
therapist to tell her she had not brought the child to the

clinic because she did not have the money to pay for the
clinic fee. The social therapist encouraged her to come,
pointing out the importance of her continued treatment and
assuring her that allowances would be made. The child has
improved and seizure control is better than when she first
started treatment in the clinic. There is a possibility that
institutionalization will be considered for this patient.
However, it will not be on the basis of her epilepsy, but
rather her mental retardation.

CHAPTER VIII
STATE PROaRAM FOR THE TREATMENT OF EPILEPTIC CHILDREN
Massachusetts, in comaon with numerous other states in
the Union, is neglecting to meet effectively the problems and
treatment of the epileptic child. Likewise, there is no pro-
grajn in the state covering the cost of such treatment. The
writer believes that much human happiness and thousands of
dollars could be saved if the state maintained an adequate
program for the care and cost of treatment of children with
convulsive seizures. Control of seizures in the early stages
in children can help them to become productive citizens in
the community and the nation. They become liabilities to the
nation when their condition progresses to the point of help-
j
lessness. Prompt, early and competent treatment at a diagnos-
tic-treatment-training center, such as the Seizure Unit, might
save patients from helpless deterioration or a lifetime in an
institution.
The states of Illinois and New Hampshire have included
the epileptic child in their Divisions for Crippled Children's
Services, which provide for treatment as well as for most of
its cost. They are aware of the financial burden it is for
the average family to bear. As a result of the citizens'
realization of the state's responsibility for the care of the
epileptic child and action in this direction, the Illinois

state Legislature made a direct grant covering the expense of
examinations given the patients. This comes from funds appro-
priated to the Division for Services for Crippled Children.
No support for this particular part of the program comes from
Federal Funds. Grrants are also made by the Junior League of
Chicago and by the Division of Vocational Rehabilitation.
In Illinois, the Epilepsy Center held at the Illinois
Neuropsychiatric Institute at Chicago has been in operation
for over two years. There is no financial restriction for
eligibility in this program. Children under the age of twen-
ty-one are routinely registered in the Division for Services
for Crippled Children. They are first screened through one
of the general clinics which are held throughout Illinois.
If the diagnosis of epilepsy is confirmed, the patient is re-
ferred to the Epilepsy Center. The patient's complete history
of his seizures and previous treatment is secured and sent to
the Center. The patient is then examined at the Center on a
consultation basis with the follow-up care to be given througl
a local physician of the patient's choice.^ People over
twenty-one are referred directly to the Epilepsy Center
through the Illinois State Division of Vocational Rehabilita-
tion.
1 Letter from Herbert R, Kobes, M.D. , Director of
Services for Crippled Children, State of Illinois.

Shortly after the patient »s exsunination, a public health
nurse and a medical social iiorker (when available) visit the
patient and the attending physician. They also make regular
visits at intervals of three to six months, depending on the
needs of the particular case. The purpose of these visits is
to learn both from the family and the physician the patient's
progress and try to interpret to the family some of the prob-
lems that are involved in the care of epilepsy patients. They
also clarify any confusion or questions regarding the medica-
tion or handling of the child.
Medication necessary for the treatment of the patient is
not supplied. When families have not been able to pay for the
medicine themselves, local community groups have taken on this
responsibility. Transportation is not provided and is again
met on the local level. The Division of Vocational Rehabili-
tation offers payments for transportation when requested.
In New Hampshire the clinic for diagnosis and treatment
of epileptic children under twenty-one was established in
March 1948, as a cooperative function of the New Heunshire
Crippled Childrens' Services, The Mental Hygiene Clinics of
the New Hampshire State Hospital, and the New Hampshire State
Hospital proper. Persons over twenty-one referred by the
2 Ibid.

Mental Hygiene Clinics are not excluded from the service.
Funds used for the program consist of state funds matched by
an equal sum of federal funds appropriated to the New Hamp-
shire Crippled Children's Services. All cases in which epi-
lepsy is diagnosed are registered as crippled children.
Monthly clinics are held at the New Hampshire State Hos-
pital where there are facilities for electroencephalograms
and other laboratory procedures. The electroencephalograms
are done by the New Hampshire State Hospital technician and
are interpreted by the neuro-psychiatric consultant. The
Acting Director of the clinic is the State Staff pediatrician
who conducts general physical examinations on patients and
advises diagnostic and treatment procedures.
The social-psychological treatment of the patient is not
overlooked. Medical social workers, either from the Depart-
ment of Health or Mental Hygiene Clinic, help the patients
adjust to their illness and help the parents with any problems
confronting them regarding their child. When the services of
other social agencies are indicated, the social workers make
the proper referrals. The Mental Hygiene Clinic also renders
some services, namely, psychiatric and psychologic consulta-
4
tion, a stenographic assistance and appointments.
3 New Hampshire Department of Health & Crippled Chil-
dren's Service Plan, March 1948, p. 1,
4 Ibid.

Medication has been supplied from the State Hospital Druj:
Room. Arrangements are to be made for the New Hampshire
Crippled Children's Services to participate in the cost of
medications furnished to the patients. If pneumonencephalo-
graph is recommended by the neurologist the patient may be
hospitalized for this procedure under the care of the neurol-
ogist.^
In Massachusetts the Division for Crippled Children
Services was stsirted in 1935 under the Department of Public
Health, Since this program has functioned effectively, it
should be possible for epileptic children to be included in
the same program.
The law described crippled children as
"those children under twenty-one years
of age who are suffering from poliomy-
elitis, bone and joint tuberculosis,
congenital defects, arthritis, cardiac
^
conditions and other similar conditions,
°
It also includes "those children requiring plastic oper-
ations following burns and accidents, or with congenital de-
fects such as harelip and cleft palate.
5 Ursula G, Sanders, M,D, , Ass't. Director Crippled
Children's Services, New Hampshire State Department of Health,
6 Special Report of Services for Crippled Children,
Dept, of Public Health, for the Five Year Period 1936-1941,
p, 5, Commonwealth of Massachusetts,
7 Ibid
. ,
p. 5.

The Commissioner of Public Health has the responsibility
for the efficient running of the Services for Crippled Chil-
dren*
"He has delegated authority to admin-
ister these services and to secure
efficient operation to the Chief of the
Orthooedic Unit in Division Administra-
tion. "8
There are ten state-wide clinic centers. These clinics
are all at hospitals which are adequately equipped with diag-
nostic facilities. Since this act is primarily for those in
rural areas, there is no clinic for crippled children in the
Boston Metropolitan Area where there are orthopedic clinics
in hospitals that can render services without any aid from
state or federal funds.
Any crippled child in Massachusetts with written appli-
cation from his referring physician is admitted for examina-
tion. If the child has no family doctor, he still is eligible
for examination. However, only those children whose families
are unable to pay for follow-up treatment are accepted for
full care in the clinic. Determination of the family's abil-
ity to meet their cost of treatment is based on the informa-
tion and the social history obtained by the Public Health
social worker when she visits the family home.
Two types of patients are seen; new cases and those who
8 Ibid,, p. 13.

previously have had their first examination and have returned
for treatment. Each clinic under the direction of an
orthopedic surgeon of outstanding ability. The Supervisor of
Clinics of the Services for Crippled Children attends all the
clinics and has administrative supervision over the field
staff, six physiotherapists who are in administrative charge
of the clinics and two medical social workers.
The Supervisor takes the child's medical history and
makes a general physical examination. Recommendations for
further treatment are made by the Clinic Consultant. The
supervisor stnd Clinic Consultant dictate their findings in
duplicate; one is for the Central Office of the Orthopedic
Unit, and the other is with the records for the physiothera-
pist. When hospitalization is advised, with the patient's
consent, the patient is admitted to the hospital designated
by the Clinic Consultant.
Both the physiotherapist and the medical social worker
attend each clinic session. Each of the six physiotherapists
is in charge of one or two clinics according to location and
the size of the clinic. The public health social workers in
addition to taking the social histories, help the patients
and families with any problems and questions they might have
concerning the disability or difficulties with adjustment in
the home or in school.

Nursing help at the clinic sessions is obtained at the
hospital where the clinic is held. A representative of the
Division of Rehabilitation of the Massachusetts Department
of Education attends each clinic session. He is of assistance
to the patients who are at the point of maximum improvement
and might be interested in a training program or a job.
There are four types of after-care provided for patients.
Patients are brought back to the clinic at intervals specifiec
by the Consultant, If the child is unable to attend the clin-
ic or go to the Consultant's office, the Consultant goes to
the home. The physiotherapy is almost always given in the
home by the physiotherapist. The social worker keeps in
touch with the family, and the local public health nurses
also visit the patient whenever it is necessary.
In 1947 a plan was provided for the diagnostic and treat-
ment services for children in Massachusetts with rheumatic
disease. This program is administered by the Services for
Crippled Children. At present one clinic meets weekly at
North Reading State Sanatorium, but other clinics will be
established later. Hospitalization of children with rheumatic
fever, chorea, and rheumatic heart disease is provided at
North Reading Sanatorium and the House of the Good Samaritan,
Under the Service for Crippled Children there is also a
new provision for minor plastic surgery, such as harelip,
cleft palate and minor burns. The two clinics rendering this

service are in Cambridge and Springfield.
It is worth mentioning the Advisory Committees which are
part of the organization of the services for Crippled Chil-
J
dren. There is a General Advisory Committee made up of about
a dozen representatives of the agencies interested in helping i|
the handicapped child. They include such agencies as the De-
partment of Public Welfare, Department of Education and the
Hospital Council of Boston, The Technical Advisory Committee;
is made up of ten physicians, five of whom are orthopedic
surgeons. Both of these Committees make helpful suggestions
and constructive recommendations for improvement. The Ortho-
pedic Sub-Committee of the Technical Advisory Committee has
five members who visit annually two of the clinics to review
the work being done there. After each visit which is made at
the time of a regularly scheduled clinic session, they write
a report to the Chief of the Orthopedic Unit,
Both the administrative and professional
conferences are held periodically. The
former are bi-monthly in Boston except
during the summer months. They are con-
ducted by the Chief of the Orthopedic
Unit with all the field workers attend-
ing. Professional conferences are con-
ducted in turn by the Clinic Consultants
who demonstrate their most interesting
patients to the accompaniment of lively
discussion,^
9 The Commonwealth of Massachusetts, Special Report I
of Services for Crippled Children
,
Department of Public
Health , for Five Year Period , 15^6-1341 , p, 13.

There are various important ways of disseminating infor-
mation about this program for crippled children. All doctors
in the state are (or should be) aware of the program and its
services.
They are in an excellent position to make referrals.
Each physician as well as social agencies receive early in
June ajid in December of each year a schedule of clinic ses-
sions for the next six months. The New England Journal of
Medicine publishes the schedule of clinic sessions for the
succeeding month. The chief of the Orthopedic Unit and the
Supervisor of the clinics give many talks on the subject of
State Services for Crippled Children before lay and profes-
sional organizations. Eight fifteen-minute radio periods
have been allocated to the Orthopedic Unit annually. Three
techniques have been used; the talk, the question and answer,
and the discussion between two or more persons. Articles in
newspapers and various health and medical magazines about the
program have been valuable publicity.
This study has revealed the high cost of the yearly
treatment of an epileptic child and the family's financial
difficulty to meet this expense. The importance and the
value of early competent treatment has also been emphasized.
Numerous agencies and funds, such as the Bay State Society
for the Crippled and Handicapped, have taken a genuine inter-

est in the treatment of the epileptics by contributing grants
in their behalf to medical institutions. However, at present
there is no public agency whose sole function is the mainten-
ance of the cost and treatment of the epileptic child. It
follows then that this is the time for the State of Massa-
chusetts to consider its responsibility in operating and
financing a program for the treatment of epileptic children,
as Illinois and New Hampshire have done. It would seem feas-
ible that they could be included in the present Massachusetts
services for Crippled Children,

CHAPTER IX
SUMMARY AND RECOMMENDATIONS
The originsa purpose of this study was namely: to find
the cost of the initial visit for the new patient treated at
the Seizure Unit; in 1948, and to find the cost of the yearly
treatment for the old patient: also to demonstrate the role
of the social therapist in two situations where it was a
financial burden to the families to meet the cost of treat-
ment for their epileptic child.
Epilepsy is a disturbance of the brain. The symptoms
are seizures characterized by recurrent episodes in which the
patient's consciousness and/or motor activity are disturbed
in varying degrees and lengths of time. The seizures may be
grouped as follows; grand mal, Jacksonian, petit mal, and
psychomotor, A patient may have one type of seizure or may
have any combination of the different types. The causes of
epilepsy are genetic or acquired.
The four possibilities for the treatment for epilepsy
are general hygiene and diet, neurosurgery, drug therapy and
social-psychological treatment. Drug therapy is the most ef-
fective type of treatment at present. The anti-convulsant
drugs—dilantin, mesantoin, tridione, and phenobarbital—are
administered according to the type of seizure or seizures,
the severity of the seizures, and the patient's reactions to

the medication.
SociEO. therapy goes hand in hand with the medical ther-
apy. The patient is helped to work through any emotional or
social problems, centering around himself and his illness*
Case work services are also rendered to families who find it
especially difficult to meet the cost of treatment for their
child.
Lack of knowledge and understanding of the facts of epi-
lepsy has fostered unhealthy attitudes towards the epileptic
child. Society shuns him as different and has made it diffi-
cult for him to feel accepted. The family's attitude may be
similaur to that of society. The family may either over-
protect or reject their epileptic member. These attitudes of
society and the family toward the epileptic child tend to make!
him feel insecure, unwanted, and unhappy. More thorough and
widespread knowledge of the nature and treatment of epilepsy
is necessary to change present public sentiment toward the
epileptic child.
This study was conducted at the Seizure Unit which is
the only clinic of its type in the United States. It is a
diagnostic-research training center for epileptic children.
This unit is maintained by contributions from the Bay State
Society for the Crippled and Handicapped and other organiza-
tions. It is located at the Children's Hospital Laboratory
and the three weekly clinics are held at the Medical Out-

patient Department of the Children's Medical Center*
The staff consists of Dr. William Lennox, Chief of Neu-
rological Institute, The Children's Medical Center, his
j
associate and another doctor. Social therapy is rendered by
the social therapist and two medical sooisil work students
from two of the Boston Schools of Social Work. The psycholo-
gist administers the psychological tests and interprets the
findings to the doctors and social therapist and students.
The clinical team works closely together so that the patient
will receive the best possible treatment and make the best
adjustment within his ability. The electroencephalogram
technician and five secretaries complete the staff.
A brief report of the cost to the Hospital and Seizure
Unit per visit at the Seizure Clinic during 1948 was included
in order to give a complete picture of the cost per visit.
The Hospital and Seizure Unit Budgets are separate. The aver-
age cost to the Hospital per clinic visit was |4.18» The
clinic fee was $3.00, but since every patient did not always
pay this full amount, the average amount the patients actually
paid for 1948 was |2.92. Therefore, the loss to the Hospital
per clinic visit was $1.26.
In 1948, $15,480 of the Seizure Unit was spent to oper-
ate the three weekly clinics. Since there were 1,319 Seizure
Clinic visits in 1948, the average cost per visit was $11.74.
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The total coetB to both departments together was $13«00 per
Seizure Clinic visit for 1948,
The average cost to the patient for the initial Seizure
Clinic visit was |18,33 in 1948, This cost was composed of
the average cost of these items: loss from work $1*77,
transportation, |3»08, clinic fee |2.76, electroencephalogram
$4«81, X-ray |3.80, and medication $2«0. The combined cost
of loss from work and transportation, |4.85, proved to be the
greatest burden on the families.
The average yearly cost to the patient for treatment in
1948 was $66.84, The average costs of the various items were;
transportation |14.04, loss from work $5.55, clinic fee
$16. 56, electroencephalogram $3.70, X-ray $0.70, medication
$15.66, interim care $5.21, and hospitalization $5.42. It
was also noted that the average cost per visit during the
year was $12.'Slr. This was lower than the average cost of the
initial visit, 1948, as found in the sample of fifty patients,
because an X-ray or an electroencephalogram was not necessary
at the time of each clinic visit.
The average income of the one hundred patients' families
was $2,885.00. It was found that thirty families were in the
income bracket of $2,000
—
8,000 and thirty-five families were
in the $2,500—3,000 income range.
When the writer divided the families into their respec-

tive income brackets and compared the average medical care
expenditures allowed for the entire family and each member
with that amount spent for the epileptic, in each instance,
it was found that the patient spent over his allowed amount.
These findings showed that the medical expense for the treat-
ment for an epileptic child was a burden to the family.
Two cases were presented which had been referred to the
social therapist because of the families' difficulty in meet-
ing the cost of the child's treatment at the Seizure Unit*
In both instsuices it could be seen how the Credit Interviewer
reduced their fees. In the second case, the social therapist
used outside resources to help them meet the hospital expen-
ses.
It was shown how the states of Illinois and New Hamp-
shire have met the problem of treatment for epileptic chil-
dren in their programs for Crippled Children's Services, Bott
states have set up a special clinic for the examination of
these children. Medication and transportation are supplied
by local agencies when the family is unable to meet these
costs.
In view of the facts presented in this study, the fol-
lowing recommendations are suggested:
1. It would seem that epileptic children in Massa-
chusetts could be included in the present division for

Crippled Children's Services,
2. There could be set up in the Western part of
Massachusetts a diagnostic-treatment-training center. Chil-
dren could be first seen at the present Seizure Unit and the
new center. The more severe cases could return for follow-up
treatment.
3. The present Seizure Unit would serve as a pilot
of the operation and the procedure of this new center.
4. There could be other clinics throughout the
state where children could go for routine treatment.
5. The new center and the other clinics should be
part of the general hospital where there would be facilities
for electroencephalogram, X-ray, laboratory procedures, and
research. All patients could be hospitalized when it was nec-
essary.
6. All epileptic children living in Massachusetts
would be eligible for exsunination and treatment.
7. All costs for the treatment including transpor-
tation should be free for those who cannot afford the expense.
Others would pay according to their means.
Approved,
Richard K. Conant, Lean
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APPENDIX A
Schedule A
(ThiB schedule was used in interviewing the fifty new patiente)
Hospital Record No.
Visit to Seizure Clinic Present Date
Name
Address
Age (Present) Age of First Seizure
School Home
Clinic Fee
EEQ
X-Ray
Diagnosis
Medication
1. Type
2, Cost
Transportation; None Red Cross Bus or S.C. Auto Train
Amount
Loss from Work
Father's Occupation
Mother Employed
No* in Family
Financial Difficulties Volunteered
Financial Difficulties Elicited
Referral to the Social Therapist, because of Financial
Difficulties

.K'. APPENDIX B
Schedule B
(This schedule was used in interviewing the one hundred old
patients)
Hospital Record No.
Visit to Seizure Clinic Present Date
Name
Address
Age (Present) Age of First Seizure
School Home
Clinic Fee
EEG
X-Ray
Diagnosis
Medication
1, Type
2. Cost
Transportation: None Red Cross Bus or S.C. Auto Train
Amount
Loss from Work
Father's Occupation
Mother Employed
FcuQily Income
N5. in Family
Interim Care
Hospitalization
Financial Difficulties Volunteered
Financial Difficulties Elicited
Referral to the Social Therapist, because of Financial
Difficulties
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